ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS ST., SUITE 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1 PET (1738) FAX (602) 364-1039 
VETBOARD.AZ.GOV 


COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE-USE ONLY. 


Date ee Nov, | D2 Case Number: ZA - 46 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 
Name of Veterinarian/CvT: Gamer: 
Premise Name: /Pet Doctor 
Premise Address: 6464 N Oracle Rd- 
Chy: Ue = State @ Zip Code: 85704 
Telephone: (520) 829-5166 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 
Name: Alex and Lara Mason 


Ti Tip Co 


Home Telephone: Cell Teleph 


“STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 


Name: Maggie Mason 
Breed/Species: Rough Collie 
Age: Yo Sex F Color. Sable and White 


PATIENT INFORMATION (2): 

Name: 

Breed/Species: 

Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 
We took her to the Veterinary Specialty Center of Tucson to be cremated. 
4909 N La Canada Dr 
Tucson, AZ 85704 
520.795.9955 


E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each wiiness that has 


direct knowledge regarding this case. 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 
investigation of this case. 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint: This 
portion must be either typewritten or clearly printed in ink. 


On 10/15/2021, we took our dog to the office in the morning to have her spay surgery. 
We picked her up that afternoon around 5pm and we were told that her surgery went 
great and there were no complications. We followed care instructions that night and 
offered her fluids and soft food and we accompanied her when she went outside to go 
to the bathroom. We monitored her and never left her alone. 


On 10/16/2021, she acted like she was in pain so we gave her the prescribed pain med. 
She drank water and was peeing normally. She seemed happy and more her normal 
self that moming, but we kept her quiet and resting. By noon, her breathing had 
completely changed and we monitored her closely. Then she began gasping and we 
called the Vet ER. They told us to bring her in, but before we got in the car, her body 
arched back and shook, she stopped breathing, and died. Her belly was blue and her 
gums were bloodless and white. 


On 10/18/2021, the office called to check on Maggie and we told them the situation. 
They apologized and told us that the manager would call us. We have never received a 
call and.we've tried to call at different times and the manager is never available. Also, 
our bank account was charged for the procedure on the 18th. 


Our dog was a full breed, beautiful rough collie. She was a member of our family and 
my children and my husband and | are devastated. She cost us $1200 a:year ago and a 
new puppy costs at least as much, if not more. Pet Doctor has not investigated, tried to 
understand how they can help us, called us, or offered anything at all. We took them a 
healthy, sweet,:amazing family member, and‘she was dead not 24 hours after we 
brought her home. 


Rov 8.14.17 


RECEIVED 
NOV 39 2021 


Arizona State Veterinary Medical Examining Board 
Case Number: 22-48 

November 14, 2021 

Narrative Account 


To Whom It May Concern: 


Maggie, a 14 month old intact female Rough Collie was presented to Pet Doctor on 
Oracle Road for an ovariohysterectomy on October 15, 2021. Her owners declined preoperative 
bloodwork but approved the costs for a 30cm elizabethan collar and a pain package which. 
includes a post-operative pain injection, laser therapy, and pain medication to go home: 


I performed a physical examination on her at 8:15 am. She had a medical alert in her file 
stating that she had tested positive for the MDR1 mutation, but was otherwise healthy based on 
examination. Her vitals were within normal limits, her lungs auscultated clear in all quadrants, 
there was no cardiac arrhythmia or murmur detected, pulses were strong and synchronous, and 
mucus membranes were pink with a normal capillary refill time of one second. ‘Her body 
condition score was normal at 5/9, she had a full coat, and normal dentition. No umbilical hernia 
was detected nor any evidence of current estrus. 


She was premedicated in preparation for surgery.after the physical examination with 
2.2mg acepromazine and 1.08mg atropine subcutaneously. At 9:52 am, she was induced for 
surgery with 110mg ketamine and 5.5mg midazolam intravenously and then maintained on 
isoflurane gas anesthesia for the duration of the procedure. ‘She also received a penicillin-G 
injection with 2 ml SQ at the time of induction. 


She maintained normal vital parameters throughout the duration of the procedure which 
took a total of 20 minutes from 10:10 am to 10:30 am. Routine surgical preparation and patient’s 
abdomen was draped. A midline abdominal incision was made approximately 1 inch caudal to 
the umbilicus using a 15 blade. The linea alba was elevated using thumb forceps and a stab 
incision made with the 15 blade then incision extended using Metzenbaum scissors. The spay 
hook was used to locate the uterine horns. The ovaries were exteriorized and the ovarian . 
pedicles triple clamped. Each ovarian pedicle was.double ligated using 1 chromic gut suture. 
The uterine pedicle was clamped and double ligated using 1 chromic gut suture. Gauze clamped 
in to carmalt forceps were used to check each side of the abdomen for any bleeding prior to 
closure and no bleeding was observed on the gauze. The body wall was then closed in three 
layers using 2-O PDS suture: the fascial layer closed in a cruciate pattern, the subcutaneous layer 
closed in a simple interrupted pattern, and skin in a subcuticular suture pattern. She received. 
laser therapy at the incision site and then moved to recovery. She was extubated at 10:53 am and 
recovered uneventfully. She received a post-operative pain injection of 0.3mg/ml buprenorphine 
0.18mL subcutaneously at 11:14am. Once fully awake, the E-collar was secured around her 
neck. A technician checked on her at least every 30 minutes until she was discharged from the 
hospital. 


Prior to discharge, she was thoroughly assessed by a technician, Siomara Torres. At that 
time she appeared to have a normal mentation, pink mucus membranes, no 
bruising/bleeding/discharge at the surgical site, normal abdomen. She walked out of the clinic 
and was discharged into the care of her owners that evening. She went home with four tablets of 
Carprofen 100mg with directions to give % tablet by mouth every 12 hours with food for pain 
and inflammation. Her owners also received a spay certificate outlining certain parameters to be 
aware of and emergency veterinarian contacts if needed. 


According to the record, the Masons called our office on 10/18/2021 to notify our office 
that Maggie’s “belly became swollen and turned blue, had trouble breathing, gums turned white, 
had a seizure and passed away” on 10/16/2021. At this point the chart was given to Ari Carter, 
our office manager. Later that week, Ari Carter notified me of the sad news regarding Maggie. I 
was told that Dr. Nelson the medical director would review the case and then Ari would reach 
out to Maggie’s owners. Since Dr. Nelson is not in the office every day, the case waited until he 
came in to review it. I believe that Alex called the office several days later to discuss the case 
with Ari Carter, but he did not leave a message or reference Maggie’s name and since the 
account was under Lara’s name there was no way to conclude that Alex’s phone call and 
Maggie’s cases were related. Alex’s call was unfortunately not returned. 


Our office is also currently working through a serious staffing issue and are unable to 
meet the demand of such high-volume calls that we receive daily. While it is not an excuse, 
many callers hang up the phone before their call can be taken. If other calls were made to our 
office, they either did not make it all the-way to a receptionist to relay a message to Ari or 
myself, or it was not notated in the chart. 


Because we are now a corporate business and this case was being reviewed by our 
medical director and because I received a complaint to the state. board, I personally have not 


reached out to the client to express my condolences regarding Maggie, but am very sorry for the 
family’s loss. 


Sincerely, 


Shayne Garner, DVM 


VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE. VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM 
Carolyn Ratajack 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT - Investigations 
Elizabeth Campbell, Assistant Attorney General 


RE: Case: 22-48 
Complainani(s): Alex and Lara Mason 
Respondent(s): Shayne Garner, DVM (License: 7279) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 11/1/22 Laws as Amended August 2018 
‘Committee Discussion: 4/5/22 {Lime Green); Rules as Revised September 
Board IIR: 5/18/22 2013 (Yellow). 


On October 15, 2022, “Maggie,” a 14-month-old female Rough Collie was presented to 
Respondent for a spay procedure. The surgery was performed; the dog recovered uneventfully 
and was discharged later that day. 

The following day, the dog initially did well but later in the day began to have labored 
breathing. Complainants called an emergency facility and were advised to bring the dog in to 
be seen. The dog passed away before Complainants could leave the house. 


Complainants were noticed and did not appear. 
Respondent was noticed and appeared telephonically. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Alex and Lara Mason 
e Respondent(s) narrative/medical record: Shayne Garner, DVM 


22-48, SHAYNE GARNER, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1. The dog had been a client of Respondent's premises since she was 9 weeks old. The dog had 
been vaccinated, heartworm tested and had Interceptor dispensed in the past. The dog was 
MDR1 positive. 


2. On October 15, 2021, the dog was presented to Respondent to be spayed. It was noted the 
dog was MDR!1 positive; no issues per Complainants. Pre-surgical blood work was declined. 
Upon exam, the dog had a weight = 45.5 degrees, a temperature = 99.8 degrees, a heart rate = 
90bpm, and a respiration rate = 20bpm — it was indicated that all systems were normal and the 
dog was healthy. The dog was pre-medicated with acepromazine and atropine SQ, induced 
with ketamine and midazolam !V, and maintained on isoflurane and oxygen. Surgery was 
performed routinely, laser therapy was applied to the incision site, and the dog recovered 
uneventfully. The dog was administered buprenorphine SQ while in recovery. Once the dog was 
fully awake, an Elizabethan collar was placed on the dog and the dog was discharged later 
that day with carprofen 100mg — % tablet twice a day. 


3. The next day, Complainants reported that the dog seemed to have some pain therefore they 
gave her the prescribed carprofen. The dog was doing well and acting fairly normal: 
Complainants kept her quiet. Around noon, Complainants noted that the dog's breathing 
changed and they continued to monitor her. A short time later, the dog began to gasp, an 
emergency facility was contacted and Complainants were instructed to bring the dog in to be 
seen. Before Complainants could get to the car, the dog passed away. They stated the dog's 
stomach was blue and her gums were white. 


4. On October 18, 2021, the premises called to check on the dog. Complainants relayed what 
had transpired and that the dog passed away. Staff gave their condolences and advised that 
the manager would call them. Complainants state that they did not get a call from the 
manager and when they tried to reach her, she was never available. 


5. According to Respondent, office manager, Ari Carter, advised her that the dog had passed 
away. Ari also told her that Dr. Nelson, the responsible veterinarian for the premises would 
review the case before Ari called the pet owners back. 


6. While waiting for Dr. Nelson to review the case, Mr. Mason called to discuss the matter. He did 
not leave a message or reference the dog's name —- the account was under Mrs. Mason's 
name therefore it was not realized that the phone call from Mr. Mason and the dog's case was 
related. The call was not returned. 


7.Respondent stated that they are having staffing issues and are unable to meet the demand 
of the high volume of calls that they receive daily. If Complainants called again, she nor the 
office manager got a message, nor was it documented in the medical record. Due to the 
premises being corporate owned, the matter being reviewed by the medical director, and 
Respondent receiving the Board complaint, she did not personally call the pet owners to 
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22-48, SHAYNE GARNER, DVM 


express her condolences. 
COMMITTEE DISCUSSION: 


The Committee discussed that they would have like to have been able to.speak to the pet 
owner and the hospital manager with respect to the communication that took place. There 
were concerns with communication lapses which can be a struggle when a corporation is 
involved. It was several days before Respondent knew about the dog's passing. The Committee 
was disappointed that Respondent did not communicate her condolences or reach ‘out to the 
pet owners when she found out the dog had died; she blamed corporate policy for: her 
inaction. Respondent's inexperience likely contributed to the failure to contact the pet owner. 
However, the Committee did not feel the matter rose to the level of a violation. 


A necropsy would have been helpful in this case. The dog passed away a day after the spay 
procedure. 


COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE’S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board: 
Dismiss this issue with no violation. 
Vote: The motion was approved with a vote of 5 to 0. 
The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used fo gather information for the investigation. 


TR 


Tracy A. Riendeau, CVT 
Investigative Division 
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